Intratracheal ectopic thyroidtissue is a rare finding, with few cases reported in the literature. Ectopic thyroidtissue results when the thyroid glandfails to descend to itsfinal position during earl y development. These lesions present in various locations, and the clinician shouldbeaware of their existence and presenting signs and symptoms.
Introduction
Intratracheal ectopic thyroid tissue is an entity that usually affects fem ales more frequently than males, and patients usually present between the ages of 30 and 50 years. We discuss a case of ectopic intratracheal thyroid tissue that was diagnosed only after decades of failed treatment for reactive airway disease.
Case report
An 81-year-old woman presented to our clinic with complaints of a mild throat-clearing cough and increasing shortness of breath of 6 months' duration. She described a globus sensation, which had been increasing over the previous 10 years, and a "tightness in her throat" that had led her to the emergency room multiple times , ultimately resulting in her receiving treatment for asthma. Medical therapy had reduced her symptoms, but only transiently.
Flexible laryngoscopy revealed a round, smooth mass emanating from the right lateral aspect of the subglottic airway (figure 1). Computed tomography (CT) confirmed the presence of a fairly well-circumscribed mass that measured 1.4 em in diameter and was located 1.5 cm inferior to the vocal folds. It appeared to be mucosal or submucosal in origin and was causing considerable narrowing of the airway lumen. There appeared to be no invasion into the deeper layers of the trachea, and there was no extension into the adjacent soft tissues surrounding the trachea. Direct micro laryngoscopywas initially performed, but biopsy was deferred because of concern regarding potential hemorrhaging. Tracheotomywas also performed, and the subglottic airway was carefully examined, revealing a mass that was covered by mucosa, had dramatic hypervascularity, and was notably pulsatile. When the lesion was palpated, the patient's heart rate and systolic blood pressure increased by 50%. Because of the risk of considerable bleeding and the possibility that this lesion could secrete catecholamines, the procedure was terminated pending further studies.
After it was determined via magnetic resonance angiography that the mass was not vascular in origin, the patient was returned to the operating room for its .
excision.An open cricoid approach (figure 2) was used.
After appropriate exposure, the tumor was dissected from a normal-appearing cricoid with meticulous hemostasis. Histopathology confirmed that the lesion consisted of benign thyroid tissue .The patient recovered uneventfully and was subsequently decannulated. At 5-year follow-up she remains symptom-free .
Discussion
Ectopic thyroid tissue results when the thyroid gland fails to descend to its final position during early embryonic development. This ectopic tissue may extend from the floor of th e primitive ph aryn x to its final location anterolaterally to th e second to fourth tracheal cartilages. The most common site of ectopic thyroid is the tongue, which accounts for 90% ofcases; it can also be located in the mediastinum, esophagus, lung, heart, submandibular region, and aorta. 1 Intratracheal thyroid tissue can be found anywhere between the glottis and tracheal carina and usually presents as a broad-based, smooth, circular mass that originates from the posterolateral wall and projects into the tracheal lumen. This entity only comprises 1% of all primary endotracheal tumors.' Common presenting symptoms of intratracheal ectopic thyroid include progressive dyspnea, cough, and stridor, which may be of insidious onset. In up to 80% of cases, the ectopic tissue is the only functional thyroid tissue.'
ENT-Ear, Nose
Ziemssen and Paltaufboth proposed theories regarding the pathogenesis of intratracheal thyroid tissue. In his 1875 publication, Ziemssen presented the "malformation theory," which proposed that the thyroid is split by the developing trachea and its cartilages, providing for a separation of the gland and sequestration into the trachea and larynx. ' This theory has been supported by Falk, who performed autopsies on 21 newborn infants, finding 9 cases of intratracheal thyroid tissue.'
The rival "ingrowth theory" was demonstrated by Paltaufin 1892. Paltauffelt that the failure of mesenchymal tissue between the thyroid and trachea to properly develop allows the primitive thyroid to adhere to the trachea, permitting caudal ingrowth into the trachea between the cartilage rings. ' The initial imaging studies of choice in the diagnosis of this tumor include CT of the neck to identify the site, as well as magnetic resonance imaging with gadolinium, which may add additional critical views of surrounding soft tissue and may reveal the location of any other thyroid tissue.
Patients have two primary treatment options: removal of the tumor via an open cricoid procedure, as in the present case, or removal via an endoscopic laser-assisted approach.At 5-year follow-up, our patient has done very well with no sequelae or recurrence of symptoms.
Although intratracheal thyroid lesions are rare causes of airway obstruction, a high index of suspicion is required by the clinician in patients presenting with airway complaints in order to reduce significant morbidity and mortality in patients with these lesions.
